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Dr Willis H. Wagner (Los Angeles, Calif). Dr Pevec, Dr Reilly,
members, and guests, I would like to congratulate Dr Garg on a nice
presentation of the Scripps experience with anterior lumbar access
surgery and thank him for an early transmission of their article. These
are procedures that have become a significant part of our vascular
surgical practice. Over the last 10 years, spine access operations have
increased from12% to 24% of all the procedures that we do, including
325 operations last year alone. The utilization of anterior procedures
by our spine colleagues is directly dependent on the experience and
abilities of the local access surgeons. New minimally invasive tech-
niques using lateral, transpsoas, or presacral exposure have been
adopted by some spine surgeons primarily to avoid the perceived risk
of direct anterior operations and the inconvenience of scheduling
procedures with busy vascular surgeons. Excellent reports such as this
series are vitally important to reassure spine surgeons that good
anterior exposure can be accomplished with acceptable risk.
My first question involves the morbidly obese. Your univariate
analysis identified elevated body mass index as a predictor of high
blood loss. The article said that three recent patients were turned
down for anterior access based on BMI. What is your recom-
mended cutoff for BMI?
On a related note, the univariate analysis also showed male sex
as a risk factor for blood loss, which you relate to the narrower
pelvis. Did you look at the sex distribution of those patients with
elevated BMI? Is it possible that the obese patients could have been
predominantly male, and that multivariate analysis would have
failed to show male sex as a unique risk factor?
You routinely evaluated aortoiliac calcification preoperatively.
Although the numbers were small and a type 2 error could exist,
arterial calcificationwas not statistically associatedwith arterial throm-
bosis. Do you still evaluate arterial calcification and, if so, what
findings would lead you to reject a patient for anterior exposure?
In our own practice, I have seen that there is a significant learning
curve for these procedures, even if performed by experienced vascular
surgeons. In your series, the number of operations that were aborted
due to bleeding is significantly greater than our experience. This leads
to two related questions: Once the bleeding was controlled, why
didn’t you allow the fusion to be completed? Second, where in your
learning curve is this 5-year-series, and have you noticed any trendsI would like to end with a comment. Spine access procedures
seem to be academic vascular surgery’s dirty little secret. In most
academic centers, there is usually one vascular surgeonwho specializes
in these procedures, yet the vascular residents rarely get exposed to
this experience. For recertification, the American Board of Surgery
does not even include spine exposure as a vascular procedure for the
purposes of case logs. During yesterday’s symposium on training
paradigms, there was no reference to spine exposure on curriculum
slides, yet the luncheon meeting on the same topic in the adjacent
room was filled to capacity. If we are to meet the increasing demand
for this expertise, our traineesmust get formal exposure to spine access
under the mentorship of outstanding surgeons such as Dr Dilley.
Thank you for the opportunity to discuss this presentation.
Dr Joy Garg.We would like to thank Dr Wagner for his kind
remarks and for his comments. In addressing his first question, we
do not have enough data to determine a particular BMI as a cutoff
for turning down a patient. Currently in our practice, we are
concerned about a BMI of 40; however, we evaluate body habitus
in addition to BMI. The second question which relates to male sex
is difficult to answer. We acknowledge that we had too few
complications to perform a multivariate analysis; however, when
we sort our data based on BMI, we have a total of 72 patients with
a BMI over 30. The distribution is not statistically different be-
tween genders with 38 males and 34 females.
In regards to arterial calcification, we did not find a statistically
significant association with vascular injury and arterial calcification,
but as you pointed out, this could be due to the small number of
vascular injuries. We currently do not exclude patients based on
calcification, but since our one case of arterial thrombosis was in a
patient with heavily calcified vessels, we are more cautious during
surgery when mobilizing vessels identified preoperatively as calci-
fied, especially when performing multi-level exposure.
For the last question, we have observed that our rate of
vascular injury has declined significantly over the past 5 years as our
experience has increased. The majority of our injuries occurred
during the early part of our experience. We elected to abort the
multi-level exposure in favor of single level exposure in the 2
patients with major vascular injury since the injury was so close to
the one level we wanted to expose and we did not think could do
this safely. We therefore settled for the second level. Again, we
would like to thank Dr Wagner for his remarks and his questions.
